Introduction
Genitourinary tuberculosis (GUTB) is relatively rare despite the high and rising incidence and prevalence of all forms of tuberculosis in Africa (1). In a survey conducted by Kennedy et al, GUTB accounted for 27% of extrapulmonary TB, with the kidney accounting for most infections (2) . Where the genital organs are involved, the epididymis is the most affected. Dissemination is thought to occur either by downward extension of a renal focus or hematogenously: directly to the epididymis or indirectly via retrograde extension from a hematogenously seeded prostate (3) (4) (5) .
Diagnosing epididymal TB can be challenging and an important step to elucidate this diagnosis is from the patient's history. Prior TB infection and immunocompromised states in the medical history are important considerations; although lengthy latency periods between pulmonary TB and the appearance of genitourinary TB have been reported.
We report a case of epididymal TB in a previously well 39-year-old man that presented as a left testicular mass.
Case report
A 39 year old previously healthy businessman presented with a one week history of left testicular pain and swelling. This was preceded by a three week history of scrotal discomfort. He did not give history of trauma to the groin or any history of fever, urethral discharge or treatment for tuberculosis. The past medical history was unremarkable, and he was sexually active with a single partner.
On physical examination, he was afebrile and had stable vital signs. Scrotal examination revealed a moderately tender left extratesticular mass, approximately 1cm in size, with no associated inguinal lymphadenopathy. The rest of his physical examination was non contributory.
A scrotal ultrasound scan confirmed a well circumscribed, unilateral, round, isoechoic solitary lesion measuring 1.1cm x 0.98cm in continuity with a thickened epididymis ( Figure 1 ). Both testes including on color Doppler flows were reported normal.
Though a benign condition was the most likely diagnosis, a primary epididydimal malignancy was considered preoperatively. He subsequently underwent exploration which Epididymal tuberculosis: Case report revealed a thick, hard inflamed epididymis in its whole length. Histopathological sections of the epididymis showed heavy infiltration by mixed inflammatory cells forming ill defined granulomas (Figures 2). Ziehl Nielsen stain on the affected sections revealed acid alcohol fast bacilli (Figures 3). The patient was started on a four-drug based antituberculous regime. On follow-up five months later, he was reported to be asymptomatic.
Discussion
Genitourinary tuberculosis presents a diagnostic challenge. It occurs in both HIVinfected and non infected patients (6) (7) (8) (9) (10) . Other important considerations include previous exposure to TB, elucidation of other forms of immunodeficiency such as post chemotherapy and post transplant states and exposure to bacille-Calmette-Guerin therapy for treatment of urinary bladder cancer (11) .
Commonly, patients present with scrotal/ testicular mass with or without pain/tenderness (6, 12) . Symptoms are usually insidious and progressive, and can clinically be confused with other infections, cysts and tumors. The index patient presented with a three week history of scrotal discomfort, and on exploration thought to have an epididymal malignancy necessitating an orchidectomy. He however did not have a pre-operative chest radiograph which would have been important since a preoperative diagnosis of malignancy was being considered. It would also have consolidated evidence for extra-pulmonary tuberculosis if a primary lung focus was identified. The patient also had sonographically normal testis, making the diagnosis of testicular malignancy less likely. For this reason, the patient did not have any pre-operative testicular tumor markers performed.
Since primary malignant tumors of the epididymis are extremely rare, a high index of suspicion is required to make a diagnosis of epidydimal TB especially in a patient from a TB endemic zone, as in the index case, who presented with a painful scrotal mass and sonographically normal testes. Other presentations of genitourinary TB that have been reported include fever and dysuria which were absent in this patient. Others like scrotal abscess and scrotal sinus formation probably occur late (6, 9, 12) . Although unilateral testicular involvement occurs more commonly, bilateral involvement has been described (12) .
Since a definitive diagnosis can only be made on histologic examination and culture of the affected specimen, tools such as frozen section analysis (FSA) (13) are increasingly being used for testicular preservation. In the index patient, a FSA would have been beneficial and may have led to a testicular sparing surgery. Fine needle aspirate cytology has also been successful in making a diagnosis of GUTB (14, 15) . This may not have been useful in our patient due to the potential risk of tumor seeding of a suspected malignancy. However, in situations where the index of suspicion for tuberculosis is high, Fine Needle Aspirate for Cytology (FNA) would be helpful in preventing an unnecessary orchidectomy to establish a diagnosis. Polymerase chain reaction (PCR) of urine has also been reported to be of useful diagnostic yield with a sensitivity and specificity of 95.59% and 98.12% respectively (16) .
The recommended therapy for patients with GUTB in our country is chemotherapy with the standard four-drug regime (rifampicin, isoniazid, pyrazinamide and ethambutol) for two months followed by two drug regime (rifampicin and isoniazid) for the next four months (17). This is in keeping with work done by Gow who demonstrated that all cases of genitourinary TB will respond to a short course of anti-tuberculous therapy, which need not be longer than six months (18). Rajpal et al however used intermittent thrice weekly therapy under direct supervision to successfully treat a patient with GUTB (7). Surgical intervention however becomes necessary in patients with scrotal abscesses and in patients who have extensive disease that is resistant to chemotherapy (19) .
This case illustrates the variable presentation of tuberculosis and the high clinical index required to clinch a diagnosis of genitourinary TB. An important lesson arising from this case is that in patients presenting with an epidydimal mass, a thorough history, physical examination and fine needle aspiration prior to surgical exploration may translate into better patient management and prevent unnecessary orchidectomies especially in our setting where the underlying prevalence of tuberculosis is high.
